shooting himself in the head. The bullet entered the right ear. Brought to the hospital by ambulance. General condition on admission, good. Right facial paralysis. Bloody expectoration. Difficulty in swallowing. Serous blood escaping from the ear. Pupillary reaction equal. Swelling along right side of the neck.
Radiograph; Bullet seen in auditory canal, a fragment in the inferior maxilla, and another bullet along lateral pharyngeal wall.
From November 21st to November 29th the patient was in the general surgical service under observation, his general condition remaining good. Some bloody expectoration at times, and some dysphagia. Discharge from ear profuse and of a serous nature. On November 29th the temperature rose to 104, and the patient became stuporous. W. B. C., 21,000; polynuclear, 92%.
On November 30th I was asked to see him. Patient extremely drowsy; large quantities of cerebrospinal fluid escaping from auditory canal, containing pneumococci. Facial paralysis present. Inspection of fundus as well as making of caloric labyrinthine tests prevented by the middle ear space being occupied by the bullet mass. Marked Kernig and Babinski. Reflexes present as well as tache cerebrale, and neck rigidity.
Operation.-The mastoid region was explored and bullet removed from middle ear, it being jammed tightly into the region of the aditus. The facial canal and semicircular canals were splintered, the two ends of the facial nerve being seen. From the semicircular canal a large quantity of cerebrospinal fluid was escaping. Over the cochlea was a large fistulous opening, through which a fragment of the bullet had passed. It is curious to note how this occurred without injuring the underlying carotid vessel. The temporal region was then exposed, and the dura was found to be extremely tense. Incision of same showed a marked congestion of the pia-arachnoid, with some hemorrhage, clots and lymph exudate. Rub:" ber tissue drains were introduced in various directions in the subdural space, completing the operation. The patient died two days later, with all the signs of an infective meningitis. Repeated lumbar puncture showed the presence of pneumococcus.
The specimen of brain 'presented showed marked piaarachnoid congestion over the entire convexity, with areas of plastic exudate.
Gunshot Wound of Mastoid With Brain Abscess.
DR. SEYMOUR OPPENHEHvlER said that as the patient was in custody he could not be presented. The young man, aged 20, had attempted to shoot a policeman some time in December, but the policeman struck his hand upward, and the revolver went off, the bullet entering his ear at close range. There was much swelling, and powder marks around the auricle, and the patient complained of severe pain in the head and eyes. His mental condition was good. Dr. Oppenheimer said that he did not see the patient until four days after the injury, at which time a radiogram was submitted to him. The eyes had been ·examined, and there was' a double choked disk. Dr. Oppenheimer presented the radiograms, and said that the one presenting a view from before backward, not being stereoscopic, was rather deceptive, as one would judge that the mass was not within the inner table of bone, but between the skin and the external plate. The lateral view showed a large mass situated in the mastoid, and also a smaller fragment lying across the roof of the tympanum. When these plates were submitted to Dr. Oppenheimer the patient's general condition was good, and he showed no signs of meningeal irritation. Dr. Oppenheimer argued that a bullet left in that position would undoubtedly before long give rise to either a meningitis or some sub-or extradural process, and operation was decided upon. The large mass of lead presented was found situated in the mastoid process, and the roof of the tympanum was splintered, and in the roof of the tympanum and amid the area of splintered bone was found the smaller specimen presented, which had perforated the dura. Upon removing this, three drams of foul-smelling pus escaped from the brain substance. The infection was of a saprophytic anerobic nature. The dural opening was enlarged, and a rubber tissue drain was inserted into the brain substance. The patient's recovery was uneventful, and he would have been presented, except for the fact that he was a prisoner. The radiographs were particularly instructive. DISCUSSION. DR. JOHNSON (referring to the gunshot wounds of the mastoid region) said that the cases were most interesting, and that the amount of cerebrospinal fluid that in such cases sometimes flows from the cerebral cavity is marvelous. He recalled a similar case in which the bullet had lodged in the mastoid region and could not be removed through the canal, although it could be seen. It was necessary to move the ear forward and excise a considerable portion of the bone before the bullet was removed. There was no lead in the cerebral cavity, but there was a fracture, and a tremendous flow of cerebrospinal fluid followed. If the patient's head was turned to one side for a brief space, five or ten minutes, and then turned over, a dram of cerebrospinal fluid would be evacuated. That condition continued for over two weeks, and as the flow gradually ceased the patient became very irritable, and it was feared that he was developing a meningitis; this, however, did not occur, and after a few days of excitement the man made an uneventful recovery.
In another instance a musician fired a twenty-two calibre bullet first into one ear and then into the other, the muzzle of the revolver being pressed into the ear canal, and it was remarkable how the bullets crossed in the cerebral cavity at the base of the brain without severing the arteries. The man had tremendous tonic and clonic spasms, and died in two days, it being impossible to do anything for him. The most remarkable thing was that he could shoot himself in one ear, the bullet passing through the brain, and then place the revolver in the other ear and shoot again. There were no powder marks visible on either side, showing that the pistol muzzle was in each instance pressed into the external auditory canal.
Report of a Case of Otitic Meningitis Presenting Some Unique
Symptoms.
DR. SE;Y:'lOUR OPPENHEIMER. H. R., age 67, thirty years ago had a chancre, followed by secondary lesions, for which he received appropriate treatment. Has always enjoyed exceptionally good health. In the early part of April the left ear discharged, following an acute rhinitis, for which he consulted his physician, who found the auditory canal, much swollen, the tympanic membrane perforated and the middle ear discharging copiously. After three weeks of irrigation treatment the discharge ceased. Shortly after, the patient developed an acute influenza, and the ear again began to discharge. For the subsequent weeks he was not under medical observation, the aural discharge ceasing. About May 14th he again consulted his physician, complaining of severe frontal and temporal headache. No ear discharge. Temperature, 101.6. Two days later a swelling appeared above and below the ear, and the headache ceased. At this time I was asked to see him by the attending physician, Dr. Eugene Eising. Upon examination I found a marked edematous and infiltrated area about the mastoid region, extending well up over the zygomatic .and temporal parts. Con-siderable infiltration was also present along the neck, with marked lymph nodular swelling. The auditory canal was completely prolapsed, preventing a view of the canal fundus. Hearing for aerial conduction was almost absent. The left ear showed the existence of a marked sclerotic process with a total loss of hearing. The general physical condition of the patient was excellent, no suggestion of meningeal irritation being present. Urinary examination negative. Temperature, 99.2; pulse, %; respiration, 24. Diagnosis.-A,cute mastoiditis with probable cortical perforation.
Operation May 17th. The usual curvilinear incIsIOn through the enormously infiltrated tissues was made, extending from the upper level of the ear to the tip of the mastoid process, one-fourth inch posterior and paralleling the retroauricular fold. A horizontal incision was also made, owing, to the width of the mastoid process. The periosteum was well elevated, making a large exposure of the operative field. A perforation of the external cortex was found in the region of the suprameatal triangle, from which large quantities of pus escaped. A probe introduced into this perforation entered a large cavity. With the exception of the marginal edges of the perforation the balance of the cortex was extremely hard. The intercellular osseous walls were much necrosed, and large masses of granulation tissue and swollen pyogenic membrane and free pus were present. The entire cavity was thoroughly curetted, including the zygoma cells, the tip of the process being removed en masse. A very small area of dura was uncovered posterior and above the turn of the sigmoid sinus as well as overlying the anterior bony plate of the sinus, the bony covering in these vicinities being necrotic. The exposed vein waIl appeared normal. Unfortunately the specimen of pus submitted to the laboratory for examination was not made.
The patient reacted well from the operation and was apparently in exceIlent condition.
Thirty-six hours later a chiIl occurred, lasting for seven minutes. The temperature rose to 106.2, the pulse to 138 and the respiration to 38. He then fell asleep, after speaking to the nurse, and upon his awakening in the morning an aphasia was noticed. An hour later, when I saw him, he was irrita-ble and restless and was unable to speak. Temperature, 105.8; pulse, 140; respiration, 36 . The presence of aphasia of course suggested a possible brain abscess, and the marked chill and rapidly following rise in temperature was suspicious of a sinus thrombosis. The mental irritability was not sufficient at that time to warrant the diagnosis of the presence of a meningitis.
The patient was taken to the operating room and the wound inspected, which appeared normal. A blood culture was taken, which was subsequently reported as negative. Lumbar puncture was also performed, and the cerebrospinal fluid was found to contain the streptococcus mucosus capsulatus. The polynuclear percentage was 96. About four drachms of fluid was withdrawn under a normal pressure. It was turbid and of brownish color. Temperature, 102.4; pulse, 140; respiration, 40. The pupils were equal and of normal reaction. The fundi normal, as well as the ocular movements. 'Left facial innervation slightly stronger than the right. Urine voided involuntarily. Owing to the inability to cause the patient to understand, the mouth and tongue were not examined. The upper extremities move equally well. The deep reflexes present. Both sides of thorax move equally well. Abdominal reflexes very light. Right cremasteric reflex diminished. Motility of both lower extremities normal. Both knee jerks increased. No Babinski, Mendel or Oppenheim signs present. Kernig marked on both sides. Some retraction of the head. Patient speechless and apparently unable to recognize what is being said, although he looks at one in response to speech understandingly, but attempts to elicit understanding of speech, either written or spoken, is futile. When asked if he wants to drink. when shown a glass of water, appar,. ently in sign of recognition he nods his head. No response to noises. No muscular twitchings or tremors. White blood count, 28,800; polynuclear, 94%.
Operation, subdural drainage. Anesthesia, gas oxygen. \Vith the diagnosis of meningitis, the patient was taken to the operating room, and the upper end of the primary mastoid incision extended upward and forward through the temporal muscle. The underlying squamous plate of the temporal bone was rongeured away, making a large exposure of the dura of the middle cranial fossa. The dura was not bulging appreciably and was pulsating. Ai large incision was made therein, and but a small amount of cerebrospinal fluid escaped. In making the incision through the dura a branch, of the middle. meningeal artery was severed, requiring ligating. The pia-arachnoid was much congested, but showed no evidences of exudate.
Three pieces of rubber tissue were introduced in different directions into the subdural space and the wound repacked and the patient returned to bed. A few hours later antistreptococci serum was injected into the cerebrospinal canal. During, the day and night all the signs of meningeal irritation markedly increased, and further exploration of the cranial cavity was determined upon. Temperature, 103; pulse, extremely rapid and of poor quality.
Operation.-Conversion of simple mastoid into the radical and drainage of posterior cranial fossa. Gas oxygen anesthesia. With a broad-nosed rongeur the bony wall between the mastoid cavity and the middle ear was rapidly broken away, and the prominence of the facial nerve leveled down to allow of a thorough inspection of the middle ear spaces, the ossides and membrana tympani being curetted away. No evidences of a fistulous opening, either over the roof of the tegmen tympani or in the region of the cochlea or semicircular canal, could be detected. An area of bone was then removed in front of the descending limb of the sigmoid sinus, between it and the posterior surface of the petrous pyramid. The bony excavation was then carefully continued along the pyramid, until the internal auditory meatus came into view. The dura was incised at this point and a drain of rubber tissue introduced.
The condition of the patient required much stimulation at this time, and an intravenous injection was given.
The operative shock was most pronounced, and death took place three hours later.
The points of extreme interest in the case are:
1. The undoubted existence of areas of cerebellar meningitis, present at the time of the primary mastoid operation, but with no recognizable evidences of the lesion. 2. The development of the aphasia, which is a very unusual symptom, in 'connection with an uncomplicated meningitis. This latter symptom is due to the fact that the temporal lobe on the base has no known function, and, according to Starr, if the disease advances upward on the left side, a sensory aphasia may result.
Postmortem Examination.-The portion of the brain which appeared in the wound was dark red in color and hemorrhagic. Extending from and along the convexity from the upper portion of the frontal lobe to the occipital lobe there is a purulent inflammation of the meninges. In the upper portion of the postcentral convolution is a fairly extensive pial hemorrhage about 2 cc. in diameter. Also a productive inflammation of the meninges over the cerebellum (older than the process in pia over cerebrum DR. HAROLD HAYS. CASE 1. This patient, a young woman, had had a chronic suppuration from the ear since childhood. When admitted to the clinic, there was a profuse discharge of foul mucopurulent material and granulation tissue, which did not yield to treatment. During the summer the Yankauer operation was performed, and two weeks later the discharge ceased. Six weeks later, however, it started again, and the patient was operated upon a second time, in December, with the assistance of Dr. Yankauer, when a number of fistulous tracts were found, and the drum was excised. Some of the adhesions were freed. and since then there has been only a slight discharge of mucoid material. CASE 2. This patient, another young woman, has also had a foul-smelling mucopurulent discharge since childhood. When admitted, granulation tissue was found, with some necrosis of the malleus and the incus. These were removed early in September, and .the patient was allowed to wash her: ear. The discharge, however, did not cease, and two weeks, later the Yankauer operation was performed. After a time the discharge ceased, but later she had a slight return of the discharge. She was then operated upon a second time, but still the discharge did not cease. In December Dr. Yankauer saw her, and some small adhesions were found near the oval window. which was free, and which helped her hearing. The tube was closed. and nothing further was done, and she now has only a few drops of mucus every few hours. CASE 3. The third patient, a boy, came to the clinic during the summer with a profuse foul-smelling suppuration and three or four large polyps, which were removed in three or four sittings with a snare forceps. The discharge. however, continued, and four weeks later the Eustachian tube was curetted. The discharge continued for a week or two, but was not so foul-smelling or pussy; later it ceased for six weeks. and then again started up. At present there is only a slight thin mucous discharge every few days. DR. BRYAN'I' spoke of Dr.Yankauer's instruments, which had been shown, stating that he considers them excellent and would certainly make use of them if he desired to close the Eustachian tube. Dr. Bryant stated that the paper of Dr. Hays had covered the whole field of chronic middle ear suppuration. But his own remarks would be confined to a few points in regard to the desirability of closing the Eustachian tube.
It is generally recognized that most middle ear and mastoid infection enters through the Eustachian tube. Hence a closure of this channel would be a method of prophylaxis against all such infection. There is, however, one objection to this prophylactic measure-the loss of hearing that it would entail. which is especially significant for those whose hearing is already damaged and who cannot afford to have it still further interfered with. Dr. Bryant's own experiences, without exception, have proved that in the case of middle ear suppuration the hearing of the patient is less if the tube is closed than if it is open. On closure of the tube, either ?y secretion *See page 86. or other obstruction, there was in many cases a decided loss of hearing; he could recall no case where opening of the tube was not followed by improvement in hearing.
The second point discussed was whether it is necessary to undertake this operation of closing the tube in order to avoid a still more dangerous procedure, i. e., the radical operation.
Dr. Bryant stated that he had frequently seen cases of recurrent tympanic infection, due chiefly to the infection reentering the tympanum per tubam. The cure of such cases was always permanent after proper nasopharyngeal treatment. In suppuration of the mastoid cells and antrum it does not seem that closure of the tube would be very effective. Treatment other than the radical measure for these cases can be found in draining the mastoid antrum and cells posteriorly.
With reference to Dr. Hays' statement that 80 per cent of cases can be cured without undertaking the radical operation Dr. Bryant stated that, according to his experience, 100 per cent of noncomplicated cases of chronic tympanic suppuration could be cured without operation and kept so permanently by nasopharyngeal treatment. In the majority of cases Dr. Bryant prefers nqsopharyngeal treatment to stoppage of the Eustachian tube. V\There the mastoid cells, rather than the tympanic cavity, are involved he advises postaura1 evacuation of the antrum and cells.
DR. OPPENHEIMER said that the whole subject was still so new that every little mite one might add was worth submitt,ing. He had used Dr. Yankauer's method in six cases, or rather in three cases, for in the others he had used the method as part of the radical operation. He had been in the habit of using a little conical burr, which he had picked up in one of the dental supply companies, to curette the Eustachian membrane, in order to get complete closure of the tube. It had occurred to him that Dr. Yankauer's instruments would better conform to the anatomic configuration of. the tube and could be introduced deeper, so he employed them in two cases as a part of the radical operation upon the mastoid, and the result was a complete closure, although he and others had also gotten this' closure almost always with other instruments. One colleague endeavored to obtain this result with the use of bichlorid '1/500, applied into the Eustachian tube, and had succeeded in closing the tube in that way. There are, therefore, a variety of means at command whereby to obtain this result. In one of the six cases referred to a radical mastoid operation had been performed some three years previously, but the patient returned repeatedly with a small area at the bottom of the wound where some detritus had collected, and when this was removed there was some pus' beneath. Dr. Yankauer's curette was passed quite deep into the lumen of :the tube and a complete closure resulted. In the other three 'Cases, which came more strictly under the dis'cussion, two had 'suppuration of a chronic nature in which there was a perforation at the periphery of the drum, strongly suggesting naso-:pharyngeal disease. It had existed for many years, and sometimes would be dry, and then, following some infection, mois-·ture would reappear. These were distinctly cases of naso-:pharyngeal infection, and in these two instances he employed Dr. Yankauer's method very effectively. Both cases were seen a week ago, three months after the operation, and they are dry. The third case was one in which there was a large destruction of the drum membrane with some necrosis of the ossicles and granulation tissue. In this instance the method had proved an absolute failure. As Dr. Bryant had said, much depends upon whether the condition is limited to the tympanum and dependent primarily upon some nasopharyngeal infection, or whether it is associated with some more extensive disease in the mastoid process; even in the presence of necrotic areas in the tympanum, where there is uo disease in the mastoid, i. e , in cases that are dependent pri'marily on tubal disease, where there is a constant reinfection, on removing the source of infection, although the tympanic lesion may be quite marked, tbey may clear up by this method which prevents further reinfection. The method is most commendable in properly selected cases, but the type of cases should be carefully selected.
DR. RAE said that Dr.Yankauer had been kind enough, just after presenting' his cases at the section in May, to give him the opportunity to see him operate on two chronic suppurative cases. He immediately provided himself with an outfit and has performed the operation several times since. It is too early yet to speak of the end results of this procedure, but one cannot but be favorably impressed because of the simplicity of the method as compared with the radical operation.
He agreed with the remarks of the previous speakers as to the proper selection of cases.
He had operated on both ears in a case of chronic suppuration in a girl of 16 years. The disease had existed since early childhood and there was no trace of ossicles in either ear. 'Within three weeks one ear was dry and has since remained so, but the other, though much improved, was still moist. Six weeks after operation the tube on this latter side proved to be closed on inflation. Two weeks later, the ear being still moist, inflation was again practked and a small amount of air was able to be blown through.
Even when the operation has been carefully performed, it seemed to the speaker that reopening of the tube is possible and that it occurs in one of two ways. The immediate effect of the operation is the formation of a mass of granulation at the isthmus. As cicatrization of this mass proceeds there can be no guarantee, apart from the smallt'less of the space in which we are working, that the tube will remain occluded when shrinking is complete. The other possibility is that by infection from the nasopharynx the granulation mass may break down entirely. For these reasons it would seem wise to inflate, after a reasonable time, not only those cases which have failed to clear up but also the cases which have apparently cured.
Dr. Rae also said that, like Dr. Oppenheimer, he had used the Yankauer instrument to close the tube in the performance of the radical operation.
In reply to a question. Dr. Rae stated that there was no difference in the hearing in any of his cases. So far, however,. he had only operated on cases of very long standing with considerable impairment of hearing. It should not be forgotten .in this connection that practically all intermittent discharging cases hear a little better when the ear is moist than when it is cicatrized and dry.
DR. YANKAUER said that he had been very much interested in Dr. Hays' paper and in the questions which had been brought up. In his original paper it should be noted that the cases which got well quickest were those in which the mid-die ear was clear, and the cases which required the longest time were those where there was granulation tissue or cicatricial adhesions. That fact is quite in accord with the pathology ot middle ear suppuration. The primary cause of all middle ear suppurations is a nasopharyngeal infection; the closing of the Eustachian tube will put an end to the infection fr'om the nasopharynx, and the healing of the diseased process in the middle ear will depend entirely on the degree ot disease present in the middle ear and mastoid cells. When the disease is slight and there is little or no bone disease and no exuberant granulations, there will result a rapid cessation of the discharge; some cases would no doubt be helped by intratympanic operations. In all cases, closure of the tube is necessary, whether done at the time of t11e radical operation or otherwise. The removal of adhesions of the drum membrane to the inner tympanic wall, of cicatricial bands, of disease in the attic, etc., which can be reached through the canal, will help in establishing a cure. On the other hand, in cases of profoul1'd disease in the mastoid cells it is hardly to he expected that a cure will be effected. Whatever cure is effected will have to be done by nature, for all that the surgeon can do is to keep the region clean and remove the products which interfere with drainage. Cases in which such conclitions were present required considerable time before becoming dry. He did not consider six weeks sufficient time to establish a cure: some cases do not get well for a year and a half. One of his cases had continued to discharge for over two years; then the patient came unJer the care of a colleague, who did nothing for the ear, but who reports that it has now become entirely dry. So a cure is possible even after two years. Whether or not it is wise or justifiable to wait so long before doing the radical operation is a matter of opinion and inclividual judgment.
Dr. Bryant's argument interested him very much. In his observation. when the tubal orifice is filled with secretion the hearing is lost. That observation, which is entirely correct, does not apply to the case at issue, for when the tubal orifice is filled with secretion. it can be assumed that the lower portion of the tympanic cavity is also filled with secretion. and in all probability the notch of the oval window is not free to receive the sound waves; \vhereas when the Eustachian ttibe is closed at the isthmus and the ear is dry, the sound waves can be reflected into the round window. In a number of his own cases, and in one of Dr. Hays', there was improvement in the hearing following the severing of adhesions which had obstructed the entrance of the sound waves to the round window. The condition is different from that presented when the ear is filled in its lower part with secretions. There has not been any diminution in hearing in any of his own cases; there has been no effect, one way or another, on any tinnitus which was present; it was not made better or worse in any of them, and no tinnitus appeared which had not existed before.
Another question is the selection of the cases in which this operation should be done. It is very difficult to decide that question at the present time. Aiccording to the usually accepted indications, whenever there is cholesteatoma there should be a radical operation, yet he has seen two cases get well by simply curetting the tube and waiting. Some operators would consider radical operation' in the case of polyp formation; in cases in which polyps were present, he had removed as EttIe of the polyp as he could in order to get at the region of the tube, and treated the remaining portion with applications of nitrate of silver; in several rather large polyps treated in this way he has seen them gradually get smaller and smaller, and finally disappear. At the present time it is not possible to decide which cases will get well by simply closing the tube and which will not; but it is conceded that even if the radical operation is done the tube must be closed, and if that is the case, nothing is lost by closing the tube first and waiting results; on the other hand, a good deal would be gained if the tube has been closed; for if it is already closed when the radical operation is performed we can expect a clean wound and better results. The question is': How long should we wait after the tube has been satisfactorilv closed before we decide to do the radical operation? .
DR. OppENHEIMER inquired if any of the members knew of any case where the carotid artery had been injured by Eustachian tube curetting. Every article on the subject of the radical mastoid which he had read advises extreme caution on account of the proximity of the carotid artery, and the presence of a possible dehiscence. yet he knew of no instance where any such injury took place from Eustachian instrumentation.
Dr. Oppenheimer said he understood that the case to which Dr. Whiting referred to was one where the chisel was driven into the carotid artery, and was not due to any manipulation in the Eustachian tube.
THE CHAIRMAN announced the presence of a guest whose name was familiar to all who attend the national meetings, and was also well known as the inventor of several useful instruments which most have found useful and necessary in operative procedures-Dr. Allport of Chicago, and invited him to take part in the discussion.
DR. ALLPORT said that he had not intended to take any part in the discussion, but could not refuse to say a few words in regard to Dr. Hays' interesting paper on Dr. Yankauer's operation. No one. ought to discuss a subject unless he is familiar with it, and he was not at all familiar personally with the Yankauer operation, though he has great respect for Dr. Yankauer's judgment and ability and had seen the operation performed several times during his visit to' New York in the last few weeks. He intended to try it when he gnt home, for one ought to try whatever holds out any promise of mitigating human suffering. Of course the operation will have to stand tht test of time, like everything else, but it is a laudable effort to avoid doing the radical mastoid operation, and no nne wishes to perform that operation if it can be avoided, because of the loss of time to the patient, the possibility of accidents, such as facial paralysis, or the possibility that after all the case will not be healed. It is true that such accidents are diminishing very much indeed as time progresses and the technic is improved. Almost all cases do well now.
Of course there are a number of procedures which have been promulgated for avoiding the radical operation. The so-called Heath operation, devised by Dr. Heath of London, evoked considerable enthusiasm at one time, and yet that has quieted down and few surgeons use it at the present time, though it may be useful under certain circumstances. Dr. Yankauer's operation seems to be the same sort of procedure, and we have to learn where it belongs. It is a useful operation and has doubtless come to stay for certain cases, but these cases will have to be carefully selected, for unless the cases are suitable the operation will be futile and will be dis-credited. The cases which the operation will help are mainly those of tubal disease. Dr. Allport said that he had very little confidence that the operation would do good in cases of general middle-ear necrosis, or in cases of attic necrosis or antrum necrosis; it is not going to be a cure-all; but where disease gets in the cellar of the middle ear and comes from a tubal disease that secondarily produces certain lowered tympanic pathologic conditions, we may look for good results from it.
The question comes up, whether, even in a large pTOportion' of these cases, good results will not be obtained by proper treatment of the nasopharyngeal space. The probability of injuring the carotid artery by this operation seems rather farfetched. The instruments are well devised and prepared, are net vicious or harmful, and if used by one who has the delicacy of touch that he ought to have in any work of this kind the danger of injuring the carotid is remote; one can tell immediately by the sense of touch that he is on dangerous ground.
One use for the operation had not been mentioned this evening, but seems one which may prove of considerable utility in time-that is, in cases of uncured radical operation, where the discharge continues after the operation. In all such cases as he has seen, the disease has come from the tube; the other part is all right. When he does the radical operation he endeavors to not only curette the tube, scrape off the mucous membrane. but to absolutely scrape off the bone, so as to sect're an absolute adhesive inflammation and close up the tympanic orifice of the Eustachian tube-he scrapes off the mucous membrane and bone as far as the isthmus. It seems probable that Dr. Yankauer's operation will prove very useful in these cases, and may be the finishing touch that is needed to cure the last pathologic condition.
One of the speakers had made a statement which he wished to challenge, when he spoke of the frequ'ent occasions when the radical mastoid operation was performed and found to be unwarranted by the pathologic conditions. He has not. seen many such cases in this country, though he has seen some in Europe, where he could not tell what they were operating for. In the cases he has seen in his own practice and in N ew York City, he has practically never seen an instance where the mastoid bone has been exposed that abundant evidence has not been found for the operation, and where nothing else would have been effective. The Heath operation leaves untouched the attic, the very region that needs attention, and which after all is the center of the disease. He wished to emphasize the f;-tc<. that almost all the cases in this country that are operated tl10n by conscientious surgeons, have first been submitted to proper treatment which has proved ineffective before the radical operation is resorted to. DR. HAYS) in. closing the discussion, said that in most of his cases he thought there was no appreciable difference in the hearing before and after the operation. They heard nothing before, and heard nothing after. In the fourth case the freeing of the adhesions allowed the girl to hear better. All would agree with Dr. Bryant that the nasopharyngeal conditions have much to do with the condition in the middle ear, and ie those cases where there is not much necrosis or granu'lation tissue in the middle ear we ought to expect an excellent result from the operation. The argument has been brought forward many times that most of the cases that we do not operate radicaIly would be cured if proper care were taken of the middle ear. He then cited a case in private practice where a patient had suffered from chronic discharge for years. This patient had been treated at various times for from six to eight weeks to three or four months, and the discharge decreased slightly; by that time the patient thought that he had done all,that he could afford for the time and stayed away, and the discharge again increased. It is in such cases that will not submit to the radical operation, and where the discharge continues from year to year, that the Yankauer operation offers a chance of cure.
. In the case of the failure reported by Dr. Oppenheimer, Dr. Hays said that he thought if the tube were 'inflated and found to be open at the end of six weeks, it might justly be thought there was some fault in the technic at the time of operation. He has tried to inflate cases and found he could get nothing through them; later he got some air through, but still later nothing at alL In considering these cases with some other men, they came to the conclusion that the reason it stopped for a few weeks was that the tube was actuallvclosed with an acute inflammatory process which gradually~ubsided and the tube again opened. It might be such a minute perforation, that simply passing the Eustachian catheter and blowing some air through, bubbles would come out in water ':;hich had been placed in the canal; and even such a small opening would keep up the discharge.
In regard to the cases in children which Ik Page had spoken of, it would not seem wise to submit children to such treatment until the chronic nasopharyngitis, etc., had' been treated by simple measures. The only thing he would claim for Dr. Yankauer's operation was that cases which had continued for many years were relieved by it. Children ought to have every chance given before resorting to this or more serious measures. In all probability it was not possible to attend to the ears as in an adult after the operation had been performed. The operation was not offered as a cure-all. In many cases where the radical operation ought to be performed, we are in an unenviable position when the patient returns and claims that he has been treated for some time and can get no promise of improvement,' and yet will not submit to the radical operation: in such cases,even where it is suspected that the trouble may be in the mastoid, it is only fair to try the closure of the Eustachian tube.
There are really two classes of cases in which the operation is of great value; the first, where patients have suppuration from the middle ear on account of nasopharyngeal discharge coming through the ear and reinfecting it every time the nose is blown. In these cases the closing of the tube is the best thing possible to check the condition which would otherwise probably go on to radical operation. Then there are cases where for one reason or another the radical operation ought not to be done. Dr. Yankauer had reported two cases with pathologic conditions in the middle ear which got well after clearing up the conditions and closing the tube. That negatives the idea that closing the tube does not effect a cure.
In regard to performing the radical operation where the mastoid is not involved, we are liable to find some trouble in the attic. and then it is possible to get into the attic and clean it out pretty well, by way of the external canal, provided there is a perforation in the drum membrane. When we begin to clean out the mastoid we might find some eburnated bone which is very hard; we dig until we come to a very' small attic which communicates with the middle ear cavity as well as with the mastoid itself. It is in that class of cases that if we clean out the middle ear and attic and close the Eustachian tube we are liable to get good results.
The question could be argued indefinitely, but the point he ·wished to emphasize in his paper was that in this method we have a new procedure which should receive a fair trial; in the hands' of those who have tried it, it has given excellent results, and where there has been failure it could often be accounted for by failure in technic, or in some lesion~hat had not received proper attention. It was with the hope of encouraging those to try it who have not yet attempted it, that he has presented the facts given in his paper.
